To evaluate the quality of life and to analyze the epidemiological profi le of people with diabetes treated in Family Health Strategies. Method: A cross-sectional study carried out with 350 people with diabetes. Results: Most people with diabetes are women, elderly, married, white, with low educational level, retired/pensioners, family income of up to two minimum wages. As the time of people with the disease increases, their quality of life decreases. People with complications from diabetes have a lower quality of life, with a statistically signifi cant difference. Conclusion: Knowledge of the sociodemographic characteristics, clinical evaluation and quality of life of people with diabetes can improve the care process provided to this population. Descriptors: Diabetes Mellitus; Prevalence; Quality of Life; Public Health; Health Management. RESUMO Objetivo: Avaliar a qualidade de vida e analisar o perfi l epidemiológico de pessoas com diabetes atendidas em Estratégias Saúde da Família. Método: Estudo transversal, realizado com 350 pessoas com diabetes. Resultados: As pessoas com diabetes, em sua maioria, são mulheres, idosas, casadas, brancas, com baixo nível instrucional, aposentadas/pensionistas, renda familiar de até dois salários mínimos. À medida que aumenta o tempo das pessoas com a doença, diminui a sua qualidade de vida. As pessoas que possuem complicações decorrentes do diabetes possuem uma qualidade de vida menor, com diferença estatística signifi cativa. Conclusão: O conhecimento das características sociodemográfi cas, de avaliação clínica e da qualidade de vida das pessoas com diabetes pode melhorar o processo de cuidado prestado a esta população. Descritores: Diabetes Mellitus; Prevalência; Qualidade de Vida; Saúde Pública; Gestão em Saúde. RESUMEN Objetivo: Evaluar la calidad de vida y analizar el perfi l epidemiológico de las personas con diabetes atendidas en Estrategias Salud de la Familia. Método: Estudio transversal, realizado con 350 personas con diabetes. Resultados: Las personas con diabetes, en su mayoría, son mujeres, ancianas, casadas, blancas, con bajo nivel instruccional, jubiladas/pensionistas, renta familiar de hasta dos salarios mínimos. A medida que aumenta el tiempo de las personas con la enfermedad, disminuye su calidad de vida. Las personas que tienen complicaciones derivadas de la diabetes tienen una calidad de vida menor, con diferencia estadística signifi cativa. Conclusión: El conocimiento de las características sociodemográfi cas, de evaluación clínica y de la calidad de vida de las personas con diabetes puede mejorar el proceso de cuidado prestado a esta población. Descriptores: Diabetes Mellitus; Prevalencia; Calidad de Vida; Salud Pública; Gestión de la Salud. 
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State. Data collection occurred between April and September of the year 2015.
Population or sample; inclusion and exclusion criteria
The study sample consisted of 350 people with DM served by the 14 FHS of the mentioned municipality. Considering that the FHS have approximately the same number of people with DM treated in their coverage territory, 25 participants from each FHS were randomly selected. The sample size of the study (350) was determined considering that in the year 2013, 1,125 people with DM over 18 years were enrolled in the Primary Care Information System -SIAB (Sistema de Informação da Atenção Básica), for a sample with 95% confidence and 4.4% error. The following inclusion criteria were established: people with DM, served at the FHS and older than 18 years. Persons who were not in a position to respond to the questionnaires were excluded.
Study protocol
The data were collected through a questionnaire with sociodemographic variables and clinical evaluation, and also through the application of the Whoqol-bref questionnaire. This is the abbreviated version of the WHOQOL-100 performed by the WHO's QoL group (9) . The sociodemographic variables included in the questionnaire were: age, sex, color, occupation (work), schooling level, marital status, religion, family monthly income, and composition of people with DM living in their home. The clinical variables were: disease duration, comorbidities, family history of cardiovascular disease, risk factors, complications and type of treatment.
Analysis of results, and statistics
The answers of the questionnaires were tabulated in Excel spreadsheet. Descriptive and inferential statistical analysis was performed using the Statistical Package for Social Sciences -SPSS, version 21 . The quantitative variables are described by mean and standard deviation and the qualitative variables, by means of absolute and relative frequency. The results are presented in tables and graphs.
Data from the WHOQOL-Bref questionnaire were analyzed according to the syntax predicted by the study group that carried out the translation of the document. To better understand the QoL of people with DM, the Likert scale was used, divided into five classes of equal size: very bad (0-20); bad (21-40); neither bad nor good (41-60); good (61-80); very good (80-100).
In the inferential statistics, ANOVA (with Tukey pos-hoc test) was performed to compare means between groups of parametric variables, and Kruskal-Wallis for non-parametric variables. Pearson's correlation was used to compare the association between analyzed variables and QoL scores. The level of significance was set at 5%, with significant values of p ≤ 0.05.
RESULTS
The data collection sample consisted of 25 people from each of the 14 FHS of the municipality, totaling 350 people with DM. The sociodemographic variables of people with DM who participated in the study will be presented through Table 1 .
INTRODUCTION
There is currently a significant increase in the prevalence of chronic diseases in Brazil, which increase death rates due to aggravations, especially in the aging population and users of the Brazilian Unified Health System (SUS-Sistema Único de Saúde) (1) . Among the most common chronic diseases, Diabetes Mellitus (DM) stands out, whose etiology triggers changes in the social context of the affected person, while requiring changes in lifestyle, and can directly influence the quality of life of the population. It is estimated that the world population with diabetes is 387 million and will reach 471 million in 2035 (2) (3) . The prevalence of DM in the Brazilian population between the ages of 30 and 69 is 7.6%, whereas over 70 years of age, rates increase to 20%, and 50% of these individuals are unaware of their diagnosis and 25% of people with DM do not perform the recommended treatment (4) . The treatment of DM is based on preventive and palliative measures, aiming at the reduction and delay of the diseases, through pharmacological treatment and modifications in the lifestyle, as well as encouraging healthy eating and practice of physical exercises (5) . The diagnosis of DM reflects directly in the context of the Quality of Life (QoL) of the individual and his/her family group, requiring effective support by Primary Health Care (PHC) in actions that promote health education (6) . In this case, the main source of support for people with DM comes from the Family Health Strategies (FHS), which since its incorporation in Primary Health Care (PHC) have reorganized the traditional curative model, an extended clinical model (7) . The FHS team establishes the professional-user link through health education practices and follow-up interventions for people with DM (8) .
OBJECTVE
To analyze the epidemiological profile and evaluate the quality of life of people with Diabetes Mellitus treated in fourteen Family Health Strategies of a medium-sized municipality of Rio Grande do Sul State/RS.
METHOD

Ethical aspects
The ethical procedures were followed, according to Resolution 466 of December 12, 2012 . For the accomplishment of the study, the authorization term of the Municipal Health Office (Secretaria Municipal de Saúde) of the municipality was obtained and the project was approved by the Committee of Ethics in Research (Comitê de Ética em Pesquisa).
Design, place of study and period This is a cross-sectional population-based study conducted in 14 FHS of a medium-sized municipality in Rio Grande do Sul Family Health Strategies: Profile/quality of life of people with diabetes Moreschi C, Rempel C, Siqueira DF, Backes DS, Pissaia LF, Grave MTQ.
The variables related to the clinical evaluation of the participants will be elucidated in Table 2 .
The QoL of the 350 people with DM was assessed using the Whoqol-bref questionnaire. Through the analysis of the data, it was verified that the overall mean QoL of the 350 people with DM served at the FHS who participated in the study was 67.6 (SD=18.1).
When analyzing the issues in their respective domains, it was verified that in the "physical" domain the mean QoL is 59.9 (SD=19.4). The "psychological" domain had a mean QoL of 70.1 (SD=18.2). In the "social relations" domain, mean QoL was 69.4 (SD=20.2). The "environment" domain had an mean QoL of 70.8 (SD=14.7). The mean of the physical domain differs statistically from the other domains by the Tukey test p <0.01 (Figure 1) .
The "physical" domain had neither good nor bad QoL, and the other domains (psychological, social relations and environment) had a good QoL. In the overall mean QoL of people with diabetes, including all domains had a good QoL.
The mean QoL of the 350 people with diabetes assessed, according to the Whoqol-bref questionnaire, was related to age, sex, disease duration, complications, and participation in diabetes education groups. When correlating the mean QoL evidenced in a study carried out with the diabetic population in the state of Pernambuco, which found 13.1% of illiterates and the majority had only primary education (14) . Other studies also showed a predominance of low schooling level of patients with DM (11) (12) (15) (16) . The family income of people with DM is concentrated, for the most part, between 1-2 minimum wages (46.0%). Almeida and Cardenas (2013) (13) also found that the majority of subjects with DM (55.9%) had a family income of 1-2 minimum wages. Regarding occupation, the majority of people with DM are retired or pensioners (75.2%), a percentage that differs from the study by Boas et al. (2011) (14) , who found 41.4% of the retired or pensioner diabetic population. Another study showed 36.8% of this population reported being retired or pensioner (12) . The clinical evaluation variables of people with DM, as to the type of DM, of this study, allow the finding that most of the participants have Type 2 DM (96.0%), followed by Type 1 DM with 3.1%. The Type 1 DM accounts for about 5% to 10% of all cases. Already, the Type 2 is more frequent, comprising about 90% to 95% of the total cases. When comparing these percentages, it is noticed that, in this study, the percentage of Type 1 DM is lower and the Type 2 DM is higher than the prevalence predicted by the cited societies. This research does not know why the percentage is different from what is predicted (4) . As for the number of family members who have DM, 24.0% have another family member who also have this disease, a percentage similar to the finding of the study developed in Colatina-ES, which found that 25.0% of the participants had first-degree relatives with DM, and 31.0%, second-degree relatives (17) . Regarding the time of the disease, a mean of 9.2 years was observed, with a higher prevalence of people with the disease from two to five years. A study conducted in the city of São Paulo, which evaluated the sociodemographic and clinical characteristics of people with Type 2 DM, identified that the mean time to diagnosis of DM was 14.8 years (13) . Another study that aimed to describe the prevalence of risk factors and complications of Type 2 DM in users followed at a Family Health Unit in the city of João Pessoa/PB showed that approximately half (45.7%) had a diagnosis eight years ago or more (11) . When analyzing comorbidities and risk factors, 89.1% of people with DM had hypertension, 65.7% had dyslipidemia, 48.9% were obese, 64% were inactive, 63.1% had family history of cardiovascular disease, 33.7 have some heart disease and 20.3% are smokers. It is noticed that the majority of participants have hypertension associated with DM. A study that investigated the prevalence of DM in an adult population in the backlands of Pernambuco identified that 68.0% of diabetics were hypertensive (14) . In São Paulo State, a study found a prevalence of 87.7% of hypertension in people with DM (13) . It was also observed a predominance of people with dyslipidemic DM. Boas et al. (2011) (13) found that 72.8% of diabetic individuals had dyslipidemia. Another study developed in Pará State showed that 56.49% of people with DM had some alteration in their total cholesterol or triglyceride levels (12) . Regarding obesity, it was evidenced that about half of the people with DM in this study are obese (50.9%). Other studies have indicated that the majority of the population with DM was Regarding the sex of people with diabetes and the mean of their QoL, in the t test, there was no significant difference between the mean of the women (67.4) and the men (68.0), (t=-0.3604; p=0.7192). Regarding the mean QoL of people with diabetes and the time they have the disease, there was a weak, negative and significant correlation. From this, it is evident that, as the time of people with the disease increases, the QoL decreases (r=-0.1704; p=0.0016).
The mean QoL of people with diabetes who have complications, and those who do not have complications differs significantly (t=3.78, p=0.0002). Those with complications have a mean QoL (65, 8) lower than those who do not present complications (72, 6).
DISCUSSION
The sociodemographic results of the profile of the people attending the 14 FHS of the studied municipality showed that there is a predominance of people with female DM (68.0%). Epidemiological studies developed in other States (Pará, São Paulo and Amapá) also show a higher prevalence of DM in women (10) (11) (12) . The mean age of this population was 64.4 years old. Boas et al. (2011) (13) found a mean of 59.4 (SD=8.02) years of age in the DM population studied. Regarding the age group, there was a higher prevalence of participants aged 60-69 years (36.6%). A study performed with patients with DM from a Basic Health Unit of Macapá, AP/BR found that the majority are 60 years of age or over (14) . The prevalence of DM, in the majority, affects married individuals (64.9%). This result is similar to the study that described the prevalence of DM in users followed by a FHS in the city of João Pessoa/PB, who also found that the majority of respondents were married or in a stable union (64.3%) (11) . Regarding the schooling level, the majority of the participants in this study have a low level of education, with 68.6% having incomplete primary education and 11.7% being illiterate. Similar data were overweight or obese. A study conducted in São Paulo found a prevalence of 46.3% of the diabetic population with obesity (13) . It was also identified that the majority of people with DM are inactive (64.0%). A study that traced the socio-sanitary profile and lifestyle of the hypertensive and/or diabetic population of the city of Teixeiras/MG, found that 67.4% of inactive individuals (15) . A study developed with users followed by the FHS in the city of João Pessoa/PB, found that the majority of this population (71.4%) was inactive (11) . Regarding smoking, there was a prevalence of 20.3% smokers among those with DM of this study, a result similar to the study by Cotta et al. (2009) (15) , who found 19.6% of smokers of individuals with DM. Already, Lyra et al. (2010) (14) , in a study developed with diabetic subjects, showed that 28.2% of these were smokers. Smoking is harmful in diabetic complications, especially in cases of nephropathy and macrovascular morbidity and mortality. The cigarette increases the concentrations of total cholesterol and LDL, decreases HDL and increases insulin resistance (18) . The majority (74.6%) reported complications due to DM. Among the acute complications, hyperglycemia had a higher percentage with 87.4% of the population. Hyperglycemia is the primary factor that triggers other complications of DM (19) . Hypoglycemia is an acute complication that can trigger limitations to DM treatment. It can involve high costs in its treatment and prevention, it can also have implications on the quality of life of the individual and his/her family (18) . In 2010, in Brazil, there were 3,741 deaths due to acute DM complications. This figure is equivalent to 6.8% of the 54,857 DM deaths as the basic cause in the country. Deaths were similarly distributed between coma and ketoacidosis without mention of coma. After corrections and standardization, the mortality rate due to acute complications of DM in the country was 2.45 deaths per 100 thousand inhabitants (20) . With regard to chronic complications, 37.4% presented retinopathy. Another study found a prevalence of 30.0% of diabetic retinopathy (11) . A study performed by Almeida (2013) (12) detected that 48.5% presented visual changes. In people with DM, ophthalmologic follow-up should be systematized and rigorously adhered to, so that adequate treatment of retinopathy occurs before irreversible consequences occur. This demonstrates the importance of assistance by public services in the prevention, guidance and treatment of people with DM, making the diagnosis early and preventing the disease (4, 21) . A study that aimed to determine the prevalence of diabetic peripheral neuropathy in people with Type 2 DM attended at a family medicine unit in Mexico, showed that the overall prevalence of neuropathy in this group of patients was 69% (22) . However, this study found a lower percentage, 12.9% of the population studied reported having presented the neuropathy complication due to DM. This study found that 8.6% of people with DM reported having nephropathy. A study developed by Almeida (2013) (12) found that 10.3% presented kidney alterations. Another chronic complication investigated was the presence of diabetic foot in the study population (9.4%). A study that sought to describe the prevalence of risk factors and complications of Type 2 DM in users accompanied by a Family Health Unit, found that 12.9% of patients had diabetic foot (11) . It is important to implement strategies aimed at favoring diagnosis and treatment in family medicine units, such as the training of patients in self-care with feet and family medical training in foot evaluation. Undoubtedly, timely care will prevent or delay the complications inherent in the condition, reduce high costs and improve patients' quality of life (22) . When considering long-term evolution, DM can cause several consequences, including dysfunction and failure of various organs, especially kidneys, eyes, nerves, heart and blood vessels, as well as being a major population risk factor for cardiovascular disease (11, 18) . It was found that most of the participants had a family history of cardiovascular disease and 33.7% of the participants had self-reported heart disease associated with DM. A study that evaluated the adherence to diet and exercise of people with DM found that 52.5% of the participants had some type of cardiovascular disease (13) . There is a direct relationship between blood glucose levels and cardiovascular disease (23) . The data on the type of treatment showed that 78.9% are on a diet and use oral antidiabetic agents. Most make use of drug treatment (95.7%). A study by Rodrigues et al. (2011) (11) also reported that most of the subjects underwent drug treatment (95.7%) and 74.3% had some kind of diet. Another study showed that all people with DM underwent drug treatment (12) . Research developed in Minas Gerais State also showed that DM treatment is basically medicated (96.6%) (15) . When assessing the overall mean QoL of people with DM served in the FHS, including all domains, it was found to be good. In relation to the domains evaluated in Whoqol-bref, people with DM presented a better mean of QoL in the "environment" domain and lower mean in the "physical" domain. When discussing the lowest mean found in the "physical" domain, it presented a bad or good QoL. Farias et al. (2014) (24) also found a bad or good QoL in the "physical" domain. The body of a person with DM suffers from disorders inherent in the difficulties of blood flow, especially in the extremities, where ulcerative lesions and amputations are common, as well as the sensation of fatigue and depressive syndromes. Given this, it is perceived that this domain is the most compromised in people affected by the disease, interfering in QoL.
It was found that people with DM served in FHS are satisfied with their environment, with a mean of 70.8 (SD=14.7). In Alagoas, Farias et al. (2014) (24) found a mean of 54.27. (SD=13.67) in the "environment" domain. In Pelotas/RS, Azevedo et al. (2013) (25) found a mean of 59.0 (SD=14.2) in the "environment" domain. The mean QoL in the "environment" domain is higher than the mean found in the literature, evidencing that the people in this study are satisfied with the dimensions assessed in this domain.
Regarding the "psychological" domain, the participants in this study had a good QoL, with a mean of 70.1 (SD=18.2). A study developed by Farias et al. (2014) (24) showed a mean of 61.43 (SD=16.71) of people with DM in the "psychological" domain. It is worth mentioning that DM can cause severe changes in population behavior due to the high degree of self-care that is required. These situations can cause suffering in individuals, especially when their level of understanding decreases, as in the case of the elderly, who in some cases have associated degenerative mental diseases (26) .
In the "social relations" domain, a good QoL was found, with a mean of 69.4 (SD=20.2). Findings similar to these were evidenced in a study carried out in Alagoas, which had a mean of 68.2 (SD=17.47) (24) . In this sense, another research developed in Pelotas/RS stands out, with a mean of 71.3 (SD=17.7) (25) . The findings of this study converge with the results of previous studies, indicating that people with DM have a good QoL in the social aspect. It is noteworthy that the majority of participants in this study (70%) presented good or very good QoL.
When the evaluation of the domain "social relations" is good, it is possible to affirm that people have good personal relations and perceive that they are socially protected. This demonstrates that, despite the challenges related to coping with the disease, it is possible that people have a good QoL in the domain of social relations. Social protection dignifies the human being, inserting it in a context where it has a function and a meaning to exist, and the community becomes a supporter of good practices (27) . Regarding the sex of the people with diabetes and the mean of their QoL, there was no significant difference between the mean of the women and the men. This result differs from the findings of the Pelotas/RS study by Azevedo et al. (2013) (25) , which evaluated the QoL of users with DM and found a significant difference in QoL between women and men, being lower in women.
When correlating the mean QoL of people with diabetes and age, according to Pearson's correlation, there was a weak, negative and significant correlation, showing that, according to the age of the people, it significantly decreases the QoL (weak). A study that evaluated QoL in patients with chronic diseases that seek care in the UBS of the Catholic University of Pelotas/ RS showed that QoL was lower in older people (25) , which was in agreement with the findings of this study.
Regarding the mean QoL of people with diabetes and the time they have the disease, there was a weak, negative and significant correlation. It has been shown that, as the time of people with the disease increases, it decreases their QoL.
DM is a chronic disease, therefore, its signs and symptoms accompany the individual in all life cycles. However, the feelings vary according to the acceptance of each person and the adaptation to the proposed treatment. The increase in age brings with it characteristics peculiar to the vital stage, such as dementia and physical weaknesses that influence the autonomy of the individual, requiring the support of a caregiver (18) . QoL depends greatly on the perceptions of each individual, and the strenuous health care routine, in some cases, can cause suffering, mainly psychiatric disorders such as anxiety (9) . Another association found was that the mean QoL of people with diabetes who have complications and those who do not have complications differs significantly. It was evidenced that those who presented complications have a mean QoL lower than those who do not present complications. DM is considered a public health problem due to several factors, among them, the significant impairment of QoL due to complications (28) . When reflecting on complications, it is recommended that a professional from the FHS multiprofessional team be able to assume the role of articulator of the educational process within the team, and that this process aims to encourage users to perform self-care and make necessary treatment decisions of the disease.
Health education for people with DM is relevant to controlling the disease, preventing acute and chronic complications, reducing the number of hospitalizations and improving QoL (6) . DM, when well controlled, does not prevent the subject from living a normal day to day life (12) . Therefore, the improvement of the QoL is related to a greater satisfaction of the person who has the disease, which involves the treatment adhered, as well as the person's commitment to self-care. The QoL of those with DM is related to the fact that these individuals need to know and understand their needs in relation to disease control, developing attitudes and beliefs about appropriate management and self-care (28) .
Study limitations
The limitation of the present study is based on the fact that the data collection setting was delimited in a municipality of RS State.
Contributions to Nursing, Health or Public Policy
It is important to consider sociodemographic and clinical evaluation characteristics of this population that aim to improve the care process provided to people with DM. These data are relevant scientific inputs to reflect and, if necessary, rethink the strategies of health intervention, as well as to outline public policies that meet local and regional health conditions, both individually and collectively.
It is worth noting that the mean QoL of the people with DM served in the FHS and the dimensions that present the best means and the most compromised enables the planning of health promotion actions and the prevention of complications of the individuals with DM attended in Primary Care. Health professionals, such as Nursing, need to be aware of the facets assessed in the "physical", "social", "psychological", and "environment" domains, as these are factors that may interfere with QoL and quality of life. treatment. It is suggested that these variables be worked during the treatment, aiming to contribute to the efficiency of the interventions and to the health promotion of the people with DM attended at the FHS.
CONCLUSION
The analysis of the epidemiological profile of people with DM attended at the FHS of a city in Rio Grande do Sul State found that the majority are women, elderly, married, white, between 60 and 69 years of age, have a low level of and are retirees or pensioners. It was evidenced that the overall mean QoL of people with DM attended at FHS is good. As for complications, those who report presenting them have a lower QoL than those who do not have complications, with a statistically significant difference. As people's age increases, their QoL decreases significantly. The prevalence found in this study, especially those related to risk factors, comorbidities and complications, indicate the need for preventive interventions that encourage changes in the habits and lifestyle of each individual.
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